The authors are very brief on earlier studies in ASAH. They avoid the terms mental health, depression and quality of life to characterize their own study although they administered measures of mood and QoL. Maybe for this reason they ignored nearly all the literature on mood and quality of life in this diagnostic group. The measures used by the authors are less common and hardly any information is presented on their contents, cut-off points and psychometric properties -No reference is given for the AKC short sentences test. -Reference 20 for the Stroke-QoL is only a conference abstract published in 2007. I could not find any research paper on this instrument.
-the Stroke Symptom Checklist is presented as an "informal" checklist without a reference, but is nevertheless used as oen of the main outcome measures in the analysis. -The Wimbledon Self Report Scale has been used twice before in a cohort of Traumatic Brain Injury patients in the 1990's, but again without apparent validation of this measure. This use of ideosyncratic and apparently unvalidated measures limits the value of the paper.
The results section does not provide information in a systematic way (see specific comments below). Please restructure with a stronger focus on the research questions.
Specific comments
Research questions -The first question "can we successfully obtain meaningful information…." Is very broad and vague.
-The third question is neither very SMART. I suppose the authors expect the scores on the measures of their questionnaires to show variation of scores or patiens with clinically significant problems in persons with the highest MRS score. -These research questions deviate from the aim of this study as described in the Introduction. Introduction -Line 15. Table 1 is not very relevant to the topic of this paper and, although small, can better be omitted.
Methods -Was informed consent asked for and obtained? -Please provide more information on the measures ( contents, psychometric properties) and, if applicable, cut-off points.
-Please expand on the statistical analysis, e.g., the recoding of variables and statistical techniques.
Results -It would be good to add information on patient characteristics, if available. For example the location of SAH, Fisher grade (in cohort 2), complications, MRS at discharge and duration of SAH at the time of the study. -Health status. Please add a table to display median scores and IQR of the out come measures, or proportions of patients with scores above/below the cut-off point, by MRS level, or groups of levels, e.g., 0, 1-2, 3-5, to provide more complete information on associations between MRS levels and outcomes and to support the conclusion that the MRS is insensitive to problems in individuals with good outcome. -Page 8 top section: Some associations are described, but most are not. Please add a table to display bivariate associations between the outcome measures. -Page 8 line 22. How many of the unemployed (with/without work before ASAH) were of working age? It does not seem to make much sense to include people retired for age reasons as "unemployed" in the analyses. They even might have had work between the ASAH and their retirement. -Regression analyses: please clarify which variables were entered as determinants but were excluded from the final models. Tables and figure  -Table 1 is not very relevant for the topic of this study.
Discussion
- Table 2 . Please provide a legend, explaining the abbreviations in the Table. - Table 3 . "Exp" is the Odds Ratio? "Rank" is MRS category? The Exp of the Barthel Index appears very strong, but maybe a dichotomized score has been used (as suggested in the tekst)? Based on the Exp values, a higher BI score is associated with NOT returning to work? Was age also dichotomized, and if so, how?Further, please add the number of patients included in this analysis.
- Table 4 . Please check the values of Exp: it appears unlikely that all three are 12.xx and two are exactly the same. The Exp for Mood is outside the confidence interval, which also suggests a mistake. Please add the number of patients included in this analysis.
- Figure 1 is in its current form, e.g., without a distinction by MRS category not very relevant for the topic of this study. This study looked at self-reported health status of patients after aSAH. A battery of tests were administered to probed various aspects of day-to-day living ranging from memory, executive functioning etc. 214 aSAH patients were assessed and detailed outcomes were obtained. The authors suggest that while the MRS may provide a reasonable indication of outcome after aSAH, it should be supplemented with other more comprehensive measurements to fully appreciate the health status of this patient population.
REVIEWER
General Critique:
The research question of this paper is of significant interest to the field and the selected measures appear to be adequate to probe different aspects of health status after SAH. The findings are very interesting and make a significant contribution to the overall literature in this area.
-The authors do a good job describing the tests used in their battery, however, a deeper discussion of the scales used: reliability and/or validity, particularly within this patient population would have been helpful.
--Did the tests have certain cutoffs for classifying patients (particularly AKC -were the results of patients deemed unable to read/comprehend the booklet included in the analysis)?
-Page 8/23 Line 26: report the N for AComm patients and N for coiled patients -When reporting results, instead of saying ex: "Four in five patients..." or "Almost one third" -please report the N along with percentages.
-Page 9/23 Line 8 "a significant minority..." is this statistically significant? If so what was the p-value?
-What were patients' ages at the time of their rupture?
--the finding that "patients who had been coiled reported better levels of mood on the Wimbledon (Mann Whitney U, p 0.037), and a better quality of life on the new Stroke-QoL scale, than those clipped (median 12.7)(Mann Whitney U, p 0.028)" is very interesting. It would be good if the authors could spend some time speculating on reasons as to why this might be the case.
--the authors might want to consider including a larger discussion on why so many of these patients (50%) were unable to return to work especially given that only 1/4 had executive dysfunction and slightly more had memory impairments.
--I found that some of the tables and figures were not very clear and or obvious to me. Please consider reducing the number of tables and figures and revise some to make them clearer and perhaps provide a brief description on the importance of each etc.
--the response bias of the sample is a significant limitation of the current study. The authors have acknowledged this limitation in the discussion section of the manuscript. Thank you for these updates. The most recent were not available to us when we wrote the paper, but we have updated the manuscript at several key points..
VERSION 1 -AUTHOR RESPONSE
The measures used by the authors are less common and hardly any information is presented on their contents, cut-off points and psychometric properties -No reference is given for the AKC short sentences test.
-Reference 20 for the Stroke-QoL is only a conference abstract published in 2007. I could not find any research paper on this instrument.
-the Stroke Symptom Checklist is presented as an "informal" checklist without a reference, but is nevertheless used as oen of the main outcome measures in the analysis.
-The Wimbledon Self Report Scale has been used twice before in a cohort of Traumatic Brain Injury patients in the 1990's, but again without apparent validation of this measure. This use of ideosyncratic and apparently unvalidated measures limits the value of the paper.
The choice scales were influenced by the conceptual model which we now explain in more detail. Furthermore, the choice was constrained by the scales available at the time the stud began (1998).
We have also taken the trouble to expand on our view of quality of life, which is not that of HRQoL. We do not believe that the presence of an impairment signifies a reduction in quality of life. Rather we are interested to examine the association between the two. In fact the current study also carried out a validation of the instruments with respect to their fit to the Rasch measurement model. We have now added this analysis to the paper.
Specific comments
-The third question is neither very SMART. I suppose the authors expect the scores on the measures of their questionnaires to show variation of scores or patiens with clinically significant problems in persons with the highest MRS score.
-These research questions deviate from the aim of this study as described in the Introduction.
The aim of the study was given in the introduction as 'to assess the self-reported health status following ASAH by utilising a simple set of patient reported outcome measures'. We have modified the research questions and tightened up the statements to be consistent with this, including the validity of the questionnaires Introduction -Line 15. Table 1 is not very relevant to the topic of this paper and, although small, can better be omitted.
We have removed the table.
Methods -Was informed consent asked for and obtained?
The ethical approval required this. We have added a statement to this effect.
-Please provide more information on the measures ( contents, psychometric properties) and, if applicable, cut-off points.
We have expanded on the information about the scales.
We have introduced analsyis with respect to the Rasch model, and stated explicitly how variables were recoded.
Results -It would be good to add information on patient characteristics, if available. For example the location of SAH, Fisher grade (in cohort 2), complications, MRS at discharge and duration of SAH at the time of the study.
-Health status. Please add a table to display median scores and IQR of the out come measures, or proportions of patients with scores above/below the cut-off point, by MRS level, or groups of levels, e.g., 0, 1-2, 3-5, to provide more complete information on associations between MRS levels and outcomes and to support the conclusion that the MRS is insensitive to problems in individuals with good outcome. Of those in employment prior to the ASAH, only 5 (3.6% were above retirement age). Of those not working, 43.5% were above retirement age. As our analysis focuses upon those who were in work, and their subsequent employment, we do not think this affects the outcome. However, we have added this to the discussion as those at the margins of retirement may be more likely to call it a day. Indeed age was shown in the logistic regression to be a significant predictor of return-to-work.
-Regression analyses: please clarify which variables were entered as determinants but were excluded from the final models.
All the patient reported outcome measures were included in the model, dichotomised at their upper quartile, along with age and gender. We have added this to the text.
Discussion -Please start with briefly describing the most important results. There is no need to re-introduce the study Yes, we have re-written the introduction to the discussion.
-Page 10 line 48. Please clarify "total brain injury.."
We have removed the adjective to avoid confusion.
-Page 11 line 44. Additional analyses as asked for previously are necessary to demonstrate that a MRS score of 0 does not correlate with a complete recovery.
-Page 11 line 48. Mood disorder in 1/6 of those with MRS 0 might not correspond to the information in the results (page 8 line 13: 17% in those with MRS less than 3).
-I could not find a discussion of StrokeQoL results.
We have added this into the discussion. Tables and figure  -Table 1 is not very relevant for the topic of this study.
Removed - Table 2 . Please provide a legend, explaining the abbreviations in the Table. We have added this as a footnote.
- Table 3 . "Exp" is the Odds Ratio? "Rank" is MRS category? The Exp of the Barthel Index appears very strong, but maybe a dichotomized score has been used (as suggested in the tekst)? Based on the Exp values, a higher BI score is associated with NOT returning to work? Was age also dichotomized, and if so, how?Further, please add the number of patients included in this analysis. We have added the dichotomisation to the methods. Well noticed about the Barthel we swopped the score around for this -anything less than 95, We have added that to the table as a foot note.
Thanks -we have redone this analysis and amended these figures and added the N in the text..
- Figure 1 is in its current form, e.g., without a distinction by MRS category not very relevant for the topic of this study.
As a primary focus of the work is to emphasise the cognitive impairments following ASAH, we thought it important to at least show one distribution of these variables. This study looked at self-reported health status of patients after aSAH. A battery of tests were administered to probed various aspects of day-to-day living ranging from memory, executive functioning etc. 214 aSAH patients were assessed and detailed outcomes were obtained. The authors suggest that while the MRS may provide a reasonable indication of outcome after aSAH, it should be supplemented with other more comprehensive measurements to fully appreciate the health status of this patient population.
Not all scales carry cut-offs, but we have added these where suggested. Else we have used distributional values.
-Page 8/23 Line 26: report the N for AComm patients and N for coiled patients
The most frequent aneurysm type was that of the anterior communicating artery with approximately 70% of aneurysms of the anterior circulation -When reporting results, instead of saying ex: "Four in five patients..." or "Almost one third" -please report the N along with percentages.
We have added percentages into the text.
P11 line4 "For this group, age was significantly associated with return to work, physical dependency expressed by a Barthel Index score of less than 80, a score of greater than zero on the Rankin, and memory deficits associated with speech, p=0.002" -What were patients' ages at the time of their rupture?
We have included the age distribution, which was at the time of rupture.
--the finding that "patients who had been coiled reported better levels of mood on the Wimbledon (Mann Whitney U, p 0.037), and a better quality of life on the new StrokeQoL scale, than those clipped (median 12.7)(Mann Whitney U, p 0.028)" is very interesting. It would be good if the authors could spend some time speculating on reasons as to why this might be the case.
We feel we do not have sufficient information at present to speculate and will be the subject of further study --the authors might want to consider including a larger discussion on why so many of these patients (50%) were unable to return to work especially given that only 1/4 had executive dysfunction and slightly more had memory impairments.
We had little information on this area. We plan to study this in greater detail in future studies --I found that some of the tables and figures were not very clear and or obvious to me. Please consider reducing the number of tables and figures and revise some to make them clearer and perhaps provide a brief description on the importance of each etc.
The tables have been revised, also in the light of other reviewers comments.
--the response bias of the sample is a significant limitation of the current study. The authors have acknowledged this limitation in the discussion section of the manuscript.
